Purpose: To implement a chronic pain management regimen that utilizes a self-care approach, integrating all dimensions of the biopsychosocial model to optimally treat the complex needs of younger Veterans with comorbid PTSD and chronic pain. The project aims to provide more insight and knowledge on safer chronic pain management among Veterans, reflected by improvement in patient's pain level, quality of life, and depression.
Background & Evidence for Problem
Pain management has now become a significant and challenging part of primary care. According to the National Institutes of Health (2010), pain affects more Americans than diabetes, heart disease and cancer combined, and it is a leading cause of disability affecting 76.2 million Americans. In 2008, approximately 100 million adults in the United States were impacted by chronic pain, with its national costs ranging from $560 to $635 billion annually (Gaskin & Richard, 2012) . Managing chronic pain with opioids can result in multiple chronic problems, from something as common and simple as constipation to something more serious such as: opioid tolerance, dependence, addiction, diversion, and overdose that can sometimes lead to death. Nationwide, opioid prescriptions for analgesics nearly doubled since 1994 because the importance of treating pain became greatly recognized, but at the same time, the rates of opioid prescription misuse and overdose sharply increased, making it now a leading cause of death in the United States (Seal et al., 2012) .
In 2016 the United States Surgeon General, Vivek H. Murthy, MD, sent a letter out to all medical providers at the Veterans Administration (VA) advising them of the increasing problems and devastating outcomes of the "opioid epidemic". Approximately 60% of Veterans returning from deployments in the Middle East and 50% of older Veterans suffer from chronic pain (Childress, 2016) . Many of the Veterans who have been injured during deployment also suffer from post-traumatic stress disorder (PTSD). According to the US Department of Veterans Affairs National Center for PTSD (2015) , about 15% to 35% of patients with chronic pain also have PTSD, and only 2% of people who do not have chronic pain have PTSD. Another study showed that there is an 
Description of Project and Context
This project was implemented at the ASPIRE Center, a domiciliary residential 
Evidence-Based Practice Intervention
The design of this project was modeled after a similar intervention performed in the outpatient clinics in the VA San Diego Healthcare System. This previous project as the 5A's, has been shown to be effective for short term adherence of chronic pain treatments (Alperstein & Sharpe, 2016) . Through the biopsychosocial model it is understood that pain is a product of biological, psychological, and social processes (Engel, 1977) . The 5A's provides an approach to conducting a brief interview addressing all of the biopsychosocial elements, which can motivate a patient to embrace self-care, with a focus on managing chronic pain as an illness instead of looking at chronic pain as a disease to be cured (Roditi & Roditi, 2011 ). This approach is particularly important when addressing chronic pain among those who have PTSD, for they have poor painrelated functioning and may benefit through multimodal pain management approaches 
Evaluation & Results
At total of 38 Veterans participated over the five-month intervention, each with a variable frequency of contact ( Table 1 
Discussions
As expected, treating Veterans with chronic pain and PTSD is challenging. Chronic pain and Quality of Life showed modest improvements, which are likely attributed to the considerable resources at the ASPIRE Center that support self-care management. High drop-out rates were observed as a result of irregular or unplanned discharges caused by multiple confounding factors, i.e. financial strain, family relationship difficulties, substance relapses, decompensating coping skills, etc., which may all have been pre-existing factors contributing to their admission in a residential rehabilitation treatment program. The increase in depression symptoms as shown in Figure 3 , could also be a direct result of more intense mental health therapy or other factors such the stress of anticipated discharge from the ASPIRE Center.
Costs for this project were minimal, for the intervention was already standard of care and part of daily clinic workflow. The additional time that was required to complete this project occurred via the increased tempo of inter-clinic telephone calls, which never exceeded 20 minutes and occurred only as a follow-up to an office visit. Additional material costs were negligible, for the printed forms and educational diagrams were limited to five printed pages per Veteran.
While there is no way to measure the lifelong benefit of self-reliance and healthy coping techniques, there were also several unexpected benefits found during the project. For example, on multiple occasions during telephone calls, and review of the Veterans pending consults, it was found that they were unaware of forthcoming appointments and arrangements were made to ensure there would be no loss from a noshow. Furthermore, Veterans were made aware of treatments and resources that was available to them, but not currently using, and barriers were explored and solutions were provided, thus not only optimizing the Veterans treatments, but also increasing the value of the VA's resources.
Conclusions / Clinical Implications
With the dangers of opioid epidemic in the country, it is imperative that medical providers assist patients in managing their chronic pain with non-opioid interventions. Through shared decision making and goal directed behavioral counseling, Veterans were able to decide on their own self-care modalities, giving them a sense of empowerment over their own chronic pain. Contrary to the mediocre statistical results, when surveyed post hoc, an astounding 97% of the Veterans agreed that the collaborative approach utilizing self-care and motivational interviewing was cumulatively beneficial.
This project is sustainable, for the VA already recognizes that self-care management is a foundational aspect of chronic pain treatment; however, there are some limitations to consider. A design limitation of this intervention is the reliance upon telephonic follow-up communication, for Veterans were often unavailable to talk either from scheduling conflicts or other various technologic limitations, which often delayed or prohibited timely follow-up encounters. Another limitation is the unpredictability of patients' clinic follow-up. Many of the veterans did follow up monthly as scheduled but there are few who did not return to the clinic until their pain was exacerbated; this would have called for an intervention other than self-care. While the resource intensive environment of the ASPIRE Center contributed to the success of the intervention, the lack of accessibility to these resources would limit the ability to translate these results to similar populations elsewhere. As a result of the frequent attrition of intervention participants, the statistical power of these results were limited.
To fully engage this population of veterans with PTSD and chronic pain, it is important to initiate a frequent and ongoing conversation with the Veterans to not only customize their chronic pain treatment but to also assist them through any barriers in their progress. Future research should identify and explore the self-management barriers that are unique to this population. Other opportunities for furthering the engagement of Veterans in their self-management include leveraging technology to the communication preferences of these younger Veterans. While it is difficult to treat chronic pain amongst this population, this project reinforces how a collaborative systems approach is needed to optimally address the Veterans' pain from a biopsychosocial perspective. Tables   Table 1   Visit 
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